MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - =83=019361

OEPARTMENT OF PUBLIC HEALTH AND WELFARE N
mER : . ) - 'STATE FILE NUMBER
Registration District No. ___ﬁ___,,__._.._.l‘rlmarv Registration District No. ¥"¥1______..Mll|nr’l No. - e

On THis STUB AMENDED —FILEDWAY = 1563
1. PLACE OF DEATH . 2. USUAL RESIDENCE {Where deceased lived. if institution: Residence before

VS 300 8. COUNTY Cass 8. STATT‘{i 88 O'LII'i b. COUNTY Cass admquon)
Rev. 4/59 b. CCI’TRY {If outside corporate limits, give TOWNSHIP only) Length of stay in.1b ¢, CITY Inside Limits

OR
TOWN  Happisonville 1 hour ToWNEast Lynne Yoo gd No D

. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If outside, give location) Raside on Farm
HOSPITAL OR ADDRESS .

iNS‘I‘ITU'I’IONCaSS CO . MemOI‘i al HOSD .Vug Ne [J . Yes' [0 Nol
3. NAME OF DECEASED Firsy Middla - Last 4. DATE Month

Day
T i . . OF
(Type or. print] MICHAEL FRANKLIN  DUFFEY vea April 28, 1963
o 5. SEX 6. COLOR OR RACE 7. Martied [1  Never Married [ Ts. DATE OF BIRTH | 9 AGE (last birthday} IF..U:EER 1 YEAR | IF UNDER 24 KR
—_—e] s Widowed - Diverced [] . Day; Hours Min,
o Male White idowed (] Ivore /4/1963 Magihe | Oy
10s. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired) s
_lone Harrisonville, Mo.. USA
32, FAT E 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSPAND OR WIFE

Maurice Dee Quﬁfey Katherine Ke n none
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INI NT Address

{Yes, no, or unknown} | (if yes, give war or dater of sarvi .
ne - Ianrice hiffey Kast Tvnne
18. CAUSE OF DEATH (Enter only one cause per linelvur ‘.,:S,, oy ' hd hd INTERVAL BETWEEN

0 17a.
204 Y e

DATE AMENDED

Year

°

3
4
5
6
7
8

%o |
T35 §
10 fé
1 ng
12/ -0

132 __0

PART {. DEATH WAS CAUSED BY: ONSET

IMMEDIATE CAUSE (a) (/ ; ﬁ- £) [ A 7Z'O V- ‘ Uﬁf%bm

DOCUMENT

which gave rise to
above cause (a),
stating the under-
lying cause last.

i

Conditions, if any,] ’ DUE TO (b)

DUE TO (c) -
PART il. OTHER SIGNTFICA% CONDI;{CJ'NS CONTRIBUTING TO DEATH but not related to the terminal | .PART (I, If decessed was female we

there a pregnancy in last 90 days.

disease conditi Al {a} - .
| /?OA} O/V/VCU/% O S A : JOveT TN [ O vnkowr

19. WAS AUTOPSY | 202, ACCIDENT  SUICIDE HOMICIDE | 20). DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury in PART | or PART 11 of item 16.)
PERFORMED? . B . O u] S
_¥esQ N N e T

. .

[N

N
N -

p.m. N .

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
; INSTEAD OF

~f

o “MEDICAL CERTIFICATION

%20d. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., In or about home, | 20f. CITY, TOWN, OR LOCATION
"% WHILE AT WORK farm, factory, street, office bidg., etc.) . .
NOT WHILE AT W EK .- |-

T~ P S
|50V indon e dicasisd o< by
a ot / 0 g m on the dete m?d -lbovo, and to the bast of my knowledge, from the causes stated.
= /2o = ; DATE SIGNEL

AL
¥

ond last saw :.',:, alive on.

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD RE‘A'P

730, BURIAL, CREMATION, . 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) (Siire)

ﬂﬁ%@g?wm Steasburge Cemetery Strésburg, Missouri

24. FUNERAL DIRECTOR [ 25. DATE RECD. BY LOCAL REG. |24. REGISTRAR'S S5IGNATURE
Atkinson Dickey Harrisonville, Mo,l L=2- £3

{Licerned Embaimer’s Statement on Revarse Side)

BY AFFIDAVIT OF

ITEM NO,




IS

- STATEMENT. BY I.I(iENSED EMBALMER

I hereby certify that the body whgse name is recorded on the reverse siae of this certificate was embalmed by me,

or by . L : ) Student Embalmer No.

working under my personal supérvision.

Student

Signature of Student Embalmer

! . I

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (leure te comply
with the above constitutes grounds for revocation of license), .

1#-embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. -




